, suffering from early aortic incompetence and recurring attacks of paroxysmal tachycardia, the latter condition rapidly subsiding under quinidine treatment; seen again October, 1928, complaining of pain in the left side of the chest during the previous two months and an extremely troublesome cough.
Physical Examination.-Slight enlargement of the heart; regular rhythm (sinoauricular); well-marked pulsation to the right of the sternum and impaired P.N. in second and third space 11 in. to the right of the mid-line; aortic regurgitant murmur widely conducted; pulse collapsing in type; blood-pressure 140/30: limited respiratory excursion, high-pitched percussion note, harsh breathing and prolonged expiration at right apex.
Skiagram.--Aneurysm of the first part of aorta; definite flattening of right apex and lie of upper ribs abnormally oblique.
Paroxysmal Auricular Fibrillation. Continuous administration (3 gr. daily) of quinidine was then (May 5, 1927) commenced, the normal rhythm persisting, apart from occasional short attacks of fibrillation, until January of this year (1929), when persistent auricular fibrillation again developed during an attack of influenza; slightly larger doses of quinidine (5 gr. t.d.) prescribed and reversion to the normal rhythm was observed after the second dose and has continued to date.
Di8u88ion.-Dr. PARKES WEBER asked whether the quinidine treatment had to be continued permanently.
Dr. STOLKIND asked whether salvarsan had been given. Dr. PARSONS-SMITH (in reply) said that the patient with paroxysmal fibrillation would take a daily dose of quinidine and continue it indefinitely-3 gr. or, if necessary, 5 gr. For the aneurysm case he was prescribing iodides and mercury. In the presence of advanced aortic disease he did not think it advisable to give salvarsan; he had seen unfortunate results following the prescription of salvarsan in cases of advanced cardiovascular disease.
Multiple Lipomata.-TERENCE EAST, M.D.-Patient, female, aged 52. For the past few years has had painful swellings on the back and limbs. There are definite lipomata on the arms and more diffuse areas resembling panniculitis on the back. In places these areas are very painful. The patient is obese. The combination of Danniculitis and lipomata is the interesting point.
Pyrexia of Obscure Origin.-J. BROWNING ALEXANDER, M.D.-A. N., female, aged 28, admitted to the Victoria Park Chest Hospital, May 31, 1928, with the following history: Suffered from rickets and pneumonia whepn a child of about 3 years of age. Has always been subject to coryza and bronchitis during the winter, often accompanied by sore throats. Had a bad attack of influenza during the 1918 epidemic. At the age of 21 she had an injury to the left ankle, which resulted in an indolent ulcer developing. Two years' ambulatory treatment was unsuccessful. The ulcer was then cauterized and rest in bed for two or three months resulted in a cure. On resuming work, her present complaint began, characterized by fainting fits, palpitation of the heart, dyspncea on exertion accom-Gl1nical Section 761 panied by slight cedema of ankles. Later she developed preecordial pain. She continued working until two years ago, when she began to lose weight in spite of rest and tonics.
InMarch, 1928, she was sent to the City of London Hospital with the provisional diagnosis of valvular disease of the heart and pulmonary tuberculosis.
On examination, her pulse was found to be 160 and her temperature 990 F. No murmurs were detected in the heart, which was not enlarged. An electrocardiographic tracing showed right relative preponderance. The same result was obtained on four subsequent occasions. An X-ray examination of the chest revealed a distinct clouding at the left apex above the clavicle, with some mottling and streaking-otherwise nothing abnormal was seen in the chest.
Just before her admission to hospital there had been a slight hmmoptysis and the history of a painful swelling behind the left shoulder, which, however, had completely disappeared when first seen in hospital. She complained of fainting attacks, which were only noticeable when she was up and about. She had no warning of these. She had fallen on many occasions, but had never hurt herself. She stated that on one occasion she lost consciousness during one of these attacks. Her digestion and appetite are bad. She suffers from constipation and her menstruation is somewhat irregular. There is nothing of note in her family history.
During her eight months' stay in hospital her temperature has been irregular, of a remittent type, but never very high-usually about 100°F . Her pulse-rate has been raised (usually about 100 to 130). She has gradually and steadily increased in weight to the extent of about 14 lb. in eight months-there is no wasting obvious. Nothing abnormal found in teeth, nose, or throat.
The lungs show no abnormality, apart from slight impairment at left apex, with rather poor air entry. No active disease is indicated. The heart is slightly enlarged to the left and a soft systolic murmur is heard at all areas, especially down the left border of the sternum. The second pulmonic sound is accentuated. On two or three occasions a diastolic murmur has been heard just inside the apex. No petechial hemorrhages noted. Spleen not palpable. Blood-cultures always negative. Urine sterile and no tubercle bacilli found. Sputum and faeces negative to tubercle bacilli.
The Wassermann reaction is negative and the complement-fixation test for tubercle bacilli is also negative. The blood-count shows no abnormality: The basal metabolic rate is within normal limits.
Treatment has been of no avail, and salicylates have had no effect upon her general condition or pyrexia.
The case is one which calls for diagnosis. Tentatively rheumatic or subacute bacterial endocarditis has been put forward as a possible explanation of the symptoms, but salicylates over a long period in comparatively large doses have had no appreciable effect. No petechiwe, skin blotches, or enlarged spleen; the general condition has, if anything, improved, and she has gained weight.
Is it possible that one is dealing with a myopericarditis of rheumatic origin, or, less likely, tuberculous pericarditis? It seems unlikely that the physical signs and radiographic appearances in the left lung apex can be the cause of the condition.
It is proposed that the left tonsil should be enucleated. Di8cussion.-The PRESIDENT said that Dr. Alexander had not mentioned the results of other examinations of the blood, whether, for instance, there was a possibility of a very early leuklemic change, or an excess of polymorphonuclear leucocytes, suggestive of some deepseated sepsis which had evaded clinical investigation. He did not know how tubercle could be absolutely excluded. He considered that salicylates had no effect on rheumatic heart disease, and that therefore that disease, although most unlikely in this patient, could not be excluded merely because salicylates had not brought down the temperature.
Dr. GERALD SLOT said that cases of this kind had been recorded recently by Theodore Thomson, and were found to have been due to the .Bacillu8 melitensi8. The history of those cases was not unlike that of this case. In one the condition had begun with a lesion in the ankle. The diagnosis was subsequently confirmed by agglutination tests and by bacteriological examination of the urine. From the mention of hsemoptysis it was possible the lungs were involved. A paper had been written by Dr. Joekes on " moniliosis of the lung," and there might be here an infection of the lungs, of non-tuberculous type, giving rise to pyrexia and the symptoms mentioned. In hospital a woman had been lying for months with a temperature of this kind and had died recently. The autopsy revealed a latent form of lymphadenoma. He (Dr. Slot) considered that bacterial endocarditis was ruled out in the present case. Dr. F. R. B. ATKINSON said that a paper written by a Swedishi physician reported the presence of the bacillus of Bang. The case was cured by an antigen of that bacillus.
Dr. DOROTHY HARE said that the report contained the suggestion that this condition might be tuberculous pericarditis. She had had a case of this disease with a continuous temperature of this type which she had watched for two years. Clinically, there was no pulmonary tuberculosis in her case, though a hmmoptysis was said to have occurred at the beginning of the illness. At the post-mortem two small healed nodules were found at the apices. The disease had begun with a pericardial effusion and had developed a general infection of the serous membranes later.
Dr. ALEXANDER (in reply) said that the von Pirquet reaction was negative. There was never marked leucocytosis. There was nothing present suggesting an inflammatory condition, no disturbance in the proportion of polymorphonuclear and mononuclear cells. September, 1924, when he complained that for six months he had had shortness of breath on exertion, a slight cough and an occasional dull, aching pain over the praecordium; he had also noticed that at times his ankles were swollen. Examination then showed a moderate degree of cyanosis, and there was some engorgement of the jugular veins. The pulse-rate was 110, and there were occasional premature contractions, but the dominant rhythm was regular. Blood-pressure 190 mm. systolic, 120 mm. diastolic; thickening of radial and brachial arteries. The heart was enlarged, the apex beat being in the sixth interspace, 5i in. from the mid-line. There was an apical systolic murmur and the second aortic sound was markedly accentuated. Lungs emphysematous. There was slight aedema of the ankles. Examination of the urine showed a heavy cloud of albumin, specific gravity 1016; no casts were seen. X-ray examination confirmed the presence of cardiac enlargement and showed an increase in the transverse measurement of the aortic shadow. The posterior cardiac space was clear. Electrocardiographic examination showed a right branch bundle block. Wassermann reaction negative.
Since 1924 the patient has attended the Heart Hospital, his main subjective symptoms being a varying degree of shortness of breath on exertion, cough worse in the winter, morning headaches and giddiness. During this period the pulse-rate has been between 75 and 100, the systolic pressure 150 to 190 mm., and the diastolic 90 to 120 mm. Recent examination (January 25, 1929) shows that the first heart sound is distant and toneless at the apex and base. The breath sounds are harsh and coarse, high-pitched rAles are heard through both lungs. Repeated electrocardiographs continue to show the presence of right branch block. The Q.R.S. complex is, however, wider and the notching and slurring is more pron6unced: the T-waves show a diminished excursion. In spite of his advanced age the patient regularly follows his employment and is at work five days a week. He has lately become more easily exhausted.
The case is one in which atheromatous changes in the coronary vessels have resulted in ischaemic fibrosis and degeneration of the myocardium, involving the right branch bundle. The outlook, when the electrocardiographic picture and clinical features are similar to the case described, must generally be regarded as distinctly unfavourable. It is, therefore, of interest to note that the patient has
